COMMONWEALTH OF KENTUCKY

BEFORE THE PUBLIC SERVICE COMMISSION

In the Matter of:

OWEN ELECTRIC COOPERATIVE, INC.

CASE NO. 96-372
ALLEGED VIOLATION OF COMMISSION
REGULATIONS 807 KAR 5:006 AND 807 KAR 5:041

ORDER

Owen Electric Cooperative, Inc. ("Owen Electric"), a Kentucky corporation which
engages in the distribution of electricity to the public for compensation for lights, heat,
power, and other uses, and which was formed under KRS 279.010 to 279.220, is a utility
subject to Commission jurisdiction. KRS 278.010; KRS 279.210.

KRS 278.280(2) directs the Commission to prescribe rules and regulations for the
performance of services by utilities. Pursuant to this statutory directive, the Cqmmission
promulgated 807 KAR 5:041, Section 3, which requires electric utilities to maintain their
plant and facilities in accordance with the standards of the National Electrical Safety Code
(1990 Edition) ("NESC"). The Commission has also promulgated 807 KAR 5:006, Section
24, which requires each utility to adopt and execute a safety program. Owen Electric has
executed such a safety program, and has adopted the "Safety Manual for an Electric Utility"
as produced by the American Public Power Association as its safety manual.

Commission Staff has submitted to the Commission a Utility Accident Investigation

Report dated April 26, 1996, appended hereto, which alleges:




1. On March 25, 1996, Argust Nelson Popham, a Service Technician for Owen
Electric, was injured while attempting to repair a 7,200 Volt overhead hot line jumper. Mr.
Popham was not wearing rubber gloves at the time of the accident. The injuries incurred
by Mr. Popham were burns to both hands.

2. At the time of the incident, Mr. Popham was an employee of Owen Electric
acting within the scope of his employment.

3. Mr. Popham's failure to wear his rubber gloves while working on the line
jumper represents a probable violation by Owen Electric of NESC, Section 42,
Subparagraph 420H., Tools and Protective Equipment, which requires employees to use
the personal protective equipment, the protective devices, and the special tools provided
for their work.

Furthermore, Owen Electric's Safety Manual, Section 6, paragraph 602, Flexible
Protective Equipment, states that:

a) Employees shall not touch or work on any exposed
energized lines or apparatus except when wearing protective
equipment approved for the voltage to be contacted.

b) When work is to be done on or near energized lines, all
energized and grounded conductors or guy wires within reach
of any part of the body while working shall be covered with
rubber protective equipment, except that part of the conductor
on which the employee is to work.

f) Protective equipment shall be put on before entering the
working area within which energized line or apparatus may be
reached and shall not be removed until the employee is
completely out of reach of this area.

Paragraph 604, Use and Care of Rubber Gloves, states that:

C) Rubber gloves are recommended to be worn while
working on any pole or other structure on which energized lines
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or equipment are located, on which lines and equipment that
could be energized are located, or that are located close to
energized lines or equipment where an employee could make
contact. The rubber gloves should be put on before the
employee ascends a pole or structure or raises an aerial
device off the ground or device's cradle. Furthermore,
employees should not remove the gloves until they have
descended the pole or structure or returned the aerial device
to the ground or cradle. As a minimum requirement, gloves
should be put on before the employee comes within falling or
reaching distance (in any event not less than 5 feet) of
unprotected energized circuits or apparatus or those which
may become energized, and they shall not be removed until
the employee is entirely out of falling or reaching distance of
such circuits or apparatus.

d) [R]ubber gloves shall be worn during the following
conditions:

1) Working on or within falling or reaching distance
of conductors, electrical equipment, or metal surface
(crossarms, crossarm braces, or transformer cases), which are
not effectively grounded and which may be or may become
energized.

12) Pulling in wires or handling other conducting
materials near circuits, apparatus, or equipment that is or may
become energized.

Thus, Mr. Popham's failure to wear his rubber gloves while working on the line
jumper is a violation of Owen Electric's safety manual, which in turn represents a failure in
Owen Electric's safety program.

Based on its review of the Utility Accident Investigation Report, and being otherwise
sufficiently advised, the Commission finds that prima facie evidence exists that as a result
of Mr. Popham's failure to wear his protective rubber gloves, Owen Electric is in probable

violation of 807 KAR 5:006, Section 24, and 807 KAR 5:041, Section 3.

The Commission, on its own motion, HEREBY ORDERS that:
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1. Owen Electric shall submit to the Commission, within 20 days of the date of
this Order, a written response to the allegations contained in the Utility Accident
Investigation Report and this Order.

2. Owen Electric shall appear before the Commission on October 1, 1996, at
10:00 a.m., Eastern Daylight Time, in Hearing Room 1 of the Commission's offices at 730
Schenkel Lane, Frankfort, Kentucky, for the purpose of presenting evidence concerning the
alleged violations of 807 KAR 5:006, Section 24, and 807 KAR 5:041, Section 3, and of
showing cause why it should not be subject to the penalties prescribed in KRS 278.990(1)
for its alleged failure to comply with Commission regulations.

3. The Utility Accident Investigation Report of April 26, 1996, a copy of which
is appended hereto, is hereby made a part of the record of this proceeding.

4 Any motion requesting an informal conference with Commission Staff to
consider any matter which would aid in the handling or disposition of this proceeding shall
be filed with the Commission no later than 20 days from the date of this Order.

Done at Frankfort, Kentucky, this 13th day of August, 1996.

PUBLIC SERVICE COMMISSION

Fpods f Boroalitl™

, Chairman
ATTEST: /ﬁ /Q@/

. ice Chalfman

Executive Director Commissioner
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AN APPENDIX TO AN ORDER OF THE KENTUCKY PUBLIC SERVICE
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April 26, 1996

Page 1

UTILITY ACCIDENT

INVESTIGATION REPORT

Utility: Owen Electric Cooperative
Reported By: Danny Stockdale - Owen Electric Cooperative
Dates & Times

Accident

Occurred: 03/25/96 - Approximately 2:45 pm

Utility

Notified: 03/25/96 - Approximately 2:45 pm

PSC Notified: | 03/25/96 - 3:03 pm

Investigated: | 03/26/96

Written

Report Revd: | 03/26/96

Location of
Accident;

1304 Stephenson Mill Road, Boone County, Walton, Kentucky

Description of

Argust Nelson Popham, a Service Technician for Owen Electric Cooperative, was

injured while attempting to repair a 7,200

Volt overhead hot line jumper. Mr.

Accident: Popham was not wearing his rubber gloves at the time of the incident.
Victims:
Name: Argust Nelson Popham Fatal: No Age: 56
Addr./Empl.: | 510 South Main Street, Owenton, KY/Owen Electric Cooperative
Injuries: Burns to both hands.
Witnesses: Name Address/Employment
None
Name Address/Employment
510 South Main Street, Owen, KY/Owen
Danny Stockdale Electric Cooperative
Sources of
Information: 510 South Main Street, Owen, KY/Owen
Bill Smith Electnic Cooperative
John W. Land PSC Engineering Staff on site
investigation

Probable Violations:

1990 NESC, Rule 420 H




April 26, 1996 Page 2

. Minimum .
Ll!.le Clearax.lces At Measured Allowed by Applicable NESC Constr.
Point of Accident: :

NBSC Edition’ Voit. Date

Primary Approx.
Phase to

. ©31'- 10" 18- 6" | 1990, Table 232-1 | 7200 V 1950
Ground .

Pole
Elevation (F): Date

Primary
Neutral to 28 . 1" 15'- 6" 1990, Table 232-1 N/A "
Ground

Elevation:

Primary
Phase to 33'- 10" 18'-6" | 1990, Table 232-1 | 7200 V H
Ground

Elevation:

Primary
Neutral to 29'_ 8" 15'-6" _ 1990, Table 232-1 N/A "
Ground

Elevation:

Primary
Phase to 340" 18'- 6" 1990, Table 232-1 | 7200 V "
Ground

Elevation:

Primary

J
Neutral to 30' - Q" 15'- 6" 1990, Table 232-1 N/A "
Ground

Elevation:

1 Date of
Measurement: 03/26/96

Approximate Temp.: | 35°

Measurements Made | Danny Stockdale and Bill Smith, Owen Electric Cooperative and John W. Land,
By: PSC Engineering Staff

Investigated By: JYohn . Land

Signed: C./—IZ/W y{ M/

Current edition adopted by the Commission. If clearances are not in compliance with the current edition, then the edition in effect
when the facilities were last constructed or modified would apply.

Accident Investigation Report
Owen Electric Cooperative
Mr. Argust Nelson Popham




Attachments:

A. PSC Accident Report Form

B. Owen Electric Cooperative's Accident Investigation
C. Photographs

Accident Investigation Report

Owen Electric Cooperative
Mr. Argust Nelson Popham




Attachment A

PSC Accident Report Form

Accident Investigation Report
Owen Electric Cooperative
Mr. Argust Nelson Popham




PO s . c.
ACCIDENT AND TROUBLE REPORT FORM

TODAY'S DATE 3 ,Zé ya | _ e 3/03 A )M,
COMPANY _ (S0 %Wm '
PERSON REPORTING INCIDENT: NAME: I )asums W
TITLE: N
ADDRESS: 57D S. Masn S m )\/4 Jp3359
PHONE NO: (S02) 4 §H - 347/

T

ACCIDENT DESCRIPTION: Sy p/ovisi Contpct

VICTIMS NAMES: AE[SonN [bohAr  SEX /Y AGE.S('DEATH__ INJURY
SEX___ AGE___ DEATH___INJURY_

SEX___ AGE___ DEATR__ INJURY __
LOCATION OF ACCIDENT: VL/AHW],}@] (Roon£Cs,)

TIME OF OCCURRENCE: Apprpx! 2./HS

r o Lo - x ——

TROUBLE DESCRIPTION: N/4

TIME OF OCCURRENCE: /A~
TIME OF RESUMPTION OF NORMAL SERVICE://4

NUMBER OF CUSTOMERS AFFECTED: 4//
/
 SIGNED' WM

DATE Vé‘ﬁ -7¢




Attachment B

Owen Electric Cooperative's Accident Investigation

Accident Investigation Report
Owen Electric Cooperative
Mr. Argust Nelson Popham




OwEN ErLEcTRIC COOPERATIVE

510 South Main Street ® P.O. Box 400 » Owenton, Kentucky 40359-1261  502/484-3471

April 4, 1996

Mr. John Land

Public Service Commission
730 Schenkel Lane
Frankfort, KY 40601

Dear Mr. Land:

Enclosed you will find our final accident investigation report for
the March 25, 1996 accident involving Mr. Nelson Popham. I have
also included a copy of the photos I took the day of the accident,
as well as, the information you regquested on our 1last system
inspection. It appears that the line was, constructed in 1950.

We have confirmed our investigation and have discovered some
additional information which helps clarify what happened. I have
included a copy of the service order Mr. Popham was working just
prior to the accident.

Mr. Popham went to 1304 Stephenson Mill Road to remove the meter
from an account that had been disconnected since August, 1994.
When attempting to disconnect the transformer, he discovered a

primary line Jjumper had fallen out of the hot line clamp. He
radioed the dispatcher to check if she had received any outage
calls and notified her of his plan to repair the jumper. Mr.

Popham proceeded to climb the transformer pole and disconnect the
transformer jumper. He recalls having one hand on the transformer,
the location of other hand is unknown, and seeing a flash. The
next thing he remembers is being upside down on the pole.

The day after your investigation, we retrieved the wedge clamp
which supported the service wire and found it had several marks
indicating contact with the loose Jjumper. It appears that the
flash Mr. Popham saw was the Jjumper arcing on the wedge clamp,
thereby energizing the service wire. Mr. Popham’s other hand was
in contact with either the service wire or some equpment attached
to the service wire, thereby causing current to flow between his
hands. The fact that the service wire was a better path to ground
than his body is the only reason his injuries were not more severe.

The proper use of the personal protective equipment provided would
have prevented the accident from happening and the fact that this
equipment was not used is a direct violation of OEC’s safety rules
as well as a violation of the NESC.

Serving Boone * Campbell * Carroll * Gallatin * Grant * Kenton * Owen * Pendleton * Scott




Mr. John Land, PSC
Page 2
April 4, 1996

In accordance with our union contract with the IBEW, a safety
committee will meet to review the accident and impose any
disciplinary action deemed necessary.

If you have need any additional information , feel free to contact
me anytime.

Yours truly,

OWEN ELECTRIC COOPERATIVE

Danny Stockdale
VP Construction and Maintenance

!

DS:trb

Enclosures




Aocreped 324/7¢
Sogt,

ey A

~ PRELIMINARY REPORT- o7

ACCIDENT INVESTIGATION FORM

Report prepared 3/26/96

DATE - 3/25/96 (Date of Accident) COMPLETED BY __ Bill Smith
LOCATION/ADDRESS 1304 Stephenson Mill Rd., Walton, KY

Time of Accident: 2:45 PM~-(Approkximate)

NAME OF INJURED Argust Nelson Popham S.S.% 403-56-3395
TITLE Serviceman DATE OF BIRTH 2-1-40
MALE X . FEMALE |

YEARS OF EXPERIENCE AT PRESENT JOB

DATE OF ACCIDENT 3/25/96 TIME OF ACCIDENT - 2:45 PM

NATURE OF INJURY Electrical contact burns - both hands

WAS FIRST AID GIVEN? X YES NO
WAS A DOCTOR SEEN? X "YES RO

DOCTOR'S NAME St. Luke West Hospital Emergency Room, 7380 Turfway Rd, Florence
Transferred to University of Cincinnati Hospitdl, :GoodmaniAve., Cincinnati, OH
WITNESSES: (Addresses & phone numbers) none

NATURE OF ACCIDENT Employee was working on pole (diagram attached)

Employee experienced electrical contact - saw a flash, does not remember how accident

occurred - Further information will be available as employee improves” e will inquire
as _soon as emplovee is able to discuss situation.
(Upon observation by investigating staff, an energized jumper wire was hanging down because
it _had come loose from the hot line clamp. The jumper wire was dangling near the pole where
the accident occurred. (See diagram) - This may or may not have been a factor.)
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- . : - . Final Report

ACCIDENT INVESTIGATION FORM

1

Report prepared 3/26/96
DATE 3/25/96 (Date of Accident) COMPLETED BY Bill Smith

Time of Accident: 2:45S PMp~(Approximate)

NAME OF INJURED Argust Nelson Popham S5.S.&% 403-56-3395
TITLE Serviceman . = - DATE OF BIRTH 2-1-40

MALE X FEMALE |

YEARS OF EXPERIENCE AT PRESENT JOB 18 vears

DATE OF ACCIDENT 3/25/96 TIME OF ACCIDENT:2:45 P .

NATURE OF IRJURY Electrical contact burns - both.hands . _ o ._. ‘

SEE ATTACHED LETTER OF EXPLANATION

WAS FIRST AID GIVEN? _ X YES | RO

WAS A DOCTOR SEEN? - X ~-YES . NO

P L L

DOCTOR S NAME St. Luke West Hospital Emergency Room, 7380 Turfway Rd, Florence '
Transferred to University of Cincinnati Hospitdly:Goodman’Ave., Cincinnati, OH
WITKRESSES: (Addresses & phone numbers) none

NATURE OF ACCIDENT Employee was working on pole (diagram attached)

Employee experienced electrical contact — saw a flash, does not remember how accident

occurred - Further information will be available as employee improves” e will inquire
as soon _as emplovee is able to discuss situation.
(Upon observation by investigating staff, an energized jumper wire . was hanging down because
ir bad come logse from the hot Jline clamp. - The jumper wire was dangling near the pole where

the accident occurred. (Seé diagram) - This may or mav not have haaa L
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ST O S F KRS 342.9%0 authorizes ;  .ie for employer's refnsal or willful neglect 1o
(RCV. 190:) submit this report within onc week of knowledze of injury. To comply

EMPLOYER’S FIRST REPORT OF INJURY with this regulation, each question must be answered legibly, accurately,
enartment of Labor, Workmen’s Compensation Board and completely. ‘Improperly prepared reports may be refused and re-
Frankfort, Kentucky 40601 turned. Please use typewriter, or print. If a question “does not apply"

to your case, mark DNA. See instructions on back of page.

'
.

NAME OF WORKMEN'S COMPENSATION INSURANCE COMPANY. T Lo o OO

EMPLOYER ] 1 Folicy Number ' DO NOT WRITE
INTHIS COLUMN
. Name et eurue sttt serar s bmene e aene evereaeueneiaas 334C P 1. Fie No. .-

MU AAGIEES ... ettt ettt et s e st b sas et en et sk s an s e manssEatarar et st an et enars Phone......oooviiice e ]
(No. and Street) {City or Town) (Sh:r.) Carrier No.
NBLUre of DUSINESS...... ..o e e e rnsen s anereans : e enerenen Ceeeteeeese st et aesre s b ;
(Manufacturing shoes, retailing men’s clothes, u-uck.h(hrhlmetc.)
INJURED EMPLOYEE L ‘ Industry
Name.4.G. H.ST .......................... A(C..L.é..@)l ................... }‘7 .. 5 ............... s. SociaL,Security No. 403 56283 T f———
,  (Middie Name) _ Sec. No.
. Home address....... 2.,1 .......... B e g IANGe R AYE.,... V-V dl/ , K}’ 1‘,{..1.3.7’...'..’...."'_',...'?'.'..fi '
(City oc Town) o
Age 32.. 8. Scx Ma}cx ....... chale ................ 9. Marital status: Mamed ..... )( .............. Sonsle ...................... ST
. Occupation (job title)......... dos. JNE M. AM ................................................. 11. Dcpamncnt .................................................................... Sex
. Number months employed by you......... A ST .0...e... : Seiens Y.
. No. of hours worked per day............ X ................... ; per weelk..... 4/6 .................. 14. No. of days worked per weelk 152 x............, Marital Statas
. Wages: 8414‘/ ..... per hour; 'or 837'/'? ....... per day; or §..... . géféopa week. 16. If paid on other than a time Oocapation
basis, such as piece work or oommission, enter actual average weekly earnings during last............ s Lweelks: $onn pec week.
If board, lodging, or other advantages were furnished in addition to wages, state estimated weekly value: $......... 0. per week. |7 Moaths on Job
THE ACCIDENT OR EXPOSURE TO OCCUPATIONAL DISEASE
Place of accident ar exposure. me ){CJ.Lx.Y-......ﬁC‘ 5.0. e;JC' €. ,5 00,0’ € - 19. Was it on mp‘M‘i‘%i&al-;ﬁ L Weekly Wage
{Numbesr and Street) City or Town)
Wh:twasth:employeedomgwhcnmjumd? ..... .0/’/ fbf’-e f&lL(/.NG W€ SCHNT O _
Ifbemunnxtoohoreqmpmentorh;ndnnxmuﬁdume(hemnnd ) v
74’54{4./7715/?3 - I
Hdwdidthééécidéntoémr? ...... _Sﬂ,ﬂ..e ....... AS.... A 2L st ezz; AN T, 555/{
!nju duea.z. levhubapaened T
.... -ndhovkh;w-d. Nmmobjec;anmlnvdndandt&bowmcymhvdved. leefundeanson-n{.cta:
wﬂchlda’cu:tﬂbutadwthewddmt. U-::ep-ntedaeeuonddmauuum) N
INJURY OR OCCUPATIONAL DISEASE :
Describe the injury ordnea.ac in dcmil and—mdhtc the part of body affected......: 519 C K-.. -l.n..‘x/f!{f
AR R P TR ..\;‘_cy‘\,. ;G e e PY - -_. R e e (et mm

j -eccodidnt. tnetumdribc, hadpouomnr dmumoluzhud.m.)
Name the ob;ect oc substance which directly injured the employee. (For example, the machme oc thing be struck aga.mst ot which )
struck him; the vapor or poison he inhaled or swallowed; the chemical or radiation which irritated his skm or m cases of at:nuns.
hemnias, etc., thethmghewashftmg,pullmg, pushing, etc.)... fdé(-(/\’é \A)/Ke B g

Date of injury oc occupational disease: // L2 t‘,)/ 2.3 25. Hour of day..3......5m: 26. Was employee paid in full for this day? Diesbiity Date
}135 S N -73 - )-/9-7F J mw~//:‘4£/73 Report Date

Was employee unable to work because of the injury or d:scasc on any day after tbe day of uuuryl(m ding Sunday or any other day -

on which he would not usually work)?.....] ES8. 28. If yes, give date last worked: Date: (A’z‘.ﬁ‘( ‘17

Name and address of physidian.. lfld’ll/f/(fg f /ﬂﬂ‘/ﬁf MD 7/ fH‘J-(JSfo C{f C.Jﬂ& ......

1f hospitalized, name and address of hospital... Cnc . SxmABLITAR ... f?ﬁ.)(./?

oo 2B =T e R A Q ................................................... '
(Date of Report) (Prepared by) i

w [LC-2854-1 Prnted in 131.S A 10,48 1
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FIRST REPORT OI INIGRY

’.., «\'u'kn\c-n f‘ompensanon Board . rormpictelv. hipreperiy nrepared reparis mL

s refnsed and e

M -1.'1'!:731\"2}.’

art, Kentucky 40601 arried. Please wwe wwpewriier, or print. v o ovesion “does net apply’
o i vour case. mark DNAL - See nstructions on back of paye.
NAME CF WORKM l—_\ 'S COMPE\‘S-\T[O'\ INSURANCE COMNPANY.. e e e S s e 6 et oo
iy —-—'—-‘_ " Policy Number - DO N B
EMPLOYER 4 ~ S ! INTHIS COLy
1. .\'amc(._(,-i(«.%dk., ‘vff"‘(.f.‘?-?&é— . , F‘ Sa ’7;4:-1—— [ _{‘;'\T
A i Vg . ?Qzanl: unyg \\hsch conpern P T X G/? w 2 7/
Mail address ¢ ¢~ & oA ]" "@W" -’ WMK‘ k7 Ry S2 ¢ S o Phone T T 27T . ———— e e
".\. 5 f 7nd St : - (gny or ov.-n) (State) Carrivr Nu,
£ Nature of business &40 T Lt dins *'9” < V”’/ Ll e '“1 e ]
(Manufacl.Znnx shoes, rctaxlmg men’s dot.hjs u'uch; for hire, et ) ———— R
- - tniems
INJURED EMPLOYEE - iid
¥ L. Z At . . . J O ST oy
4. .\'ame./’?f RPN AR //C/’L,/j’/v;’ e - 5. Social Security Nog w3 3 € S35 S 40—
(First Name) (MAddlL ‘Name) (Last N Namt) Sec. Sec. Ne.
. Home address” .<./... .d(’JJ/A/U‘ <AL /?‘ v A /5 "/'- KA (‘/‘( ....... e LSS
o (No. and Street) (City or Town) tc) = P ~-
LAz 2/ 8. Sex: Male. XK........ Female.. ... 9. Marnal status:  Married ... L SInGle .. ovieerete e i
* (Check One) (Check On ) ————.
4. Occupation (job title)........... Lo AL G AN .. weteremvens v oo . . 11, Department............. C ST &, o Sex .
12, Number months employed by you................ Y )//{'.5 S e et et e : _
13. No. of hours worked per day..... ... A iperweskl ... & ... 14 No.of days worked per week.... = Marital Statse
15. Wages: $... /"/ .......... per hour; or s e perday; or$ ... e e per week. 16. If paid on other than a time oation
basis, such as picce work or commission, enter actual average weekly earnings durmg fast . weeks: $... per week. .
17. If board, lodging, or other advantages were furnished in addition to wages, state estimated weekly value: $... ... per week. Months oa Job.
THE ACCIDENT OR EXPOSURE TO OCCUPATIONAL DISEASE - -
18. Place of accident or exposuret/,ﬂlﬂﬂ -3 /7/11.71/7“1 5"0”(’49 Was it on employer's premises?. /€| ~ Weekly Wage

(Number and Steet) ity or ‘rown) (County)

What was the employee doing when xnjurad? ]Z’/AZMJA/.S /.f(‘." ot WA LT SGef | L. W 7@

If he was using tools o¢ equipment or handlmz material, nzme them and

/Fc‘ L€ foed. o Cz;sz’// :1.? YA De2ECA, .. 5 7al,. /}/‘{47/_?/‘/(/

——————
County of Injury

with them.)

21. How did the accident occur?..C. uyNy .. 12 &N a." uZ. o/ . 7 7 €. e

{Describe fully the evenu \duch Tesulted xn the injury or occupzuonal dlscalt. le whal thnencd ’

Nature of Injury

‘which led ot contributed to the accident. Use separate sheet for additional space.)

INJURY OR OCCUPATIONAL DISEASE . .
22. Describe the injury or disease in detail and indicate the part of body aflected. . i =2 L«J CoR o E}i C.¥
" R . R ) R Lot e . 1_' (eg.: ampuuuono(rubtmduﬁnwat

23. Name the object or substance which directly injured the employee (For exam;le, the machme or thing he struck against or whnch
struck him; the vapor or poison he inhaled or swallowed: the chemijcal or radi: ation which irritated his skm orin cases of strams,
. ’ 2 >
hernias, etc,, the thmg he was lifting, pulling, pushing, etc.).... W R 71’ 2 CLAL L " A7 py

Extent of Disabflity-

Injury Date =

ALEL T i, £ //Ll/l(//7 e/ /’n’bc’ ST «//3’ .................
.'.'?:v.ﬂ.".j?l/?“ A e / : /—/u'/”J- N LI Y8 ’/3";(./'/ e e et et R

24. Date of injury or occupatxonal dxseascu &2 25 Hourof day. 2. %:,;'; 26. \Was employee paid in full for this day?
<& :

Hour of lp_iur;f ;

Di.s-fhilinj Date

(Date) T
&g
................... e reiaabetacsieairanaraarras RQDO“ Dalc_ ..4
25 \\’4. s employee unzble to work because of the i injury or disease on any day after the day of injury (including Sunday or any other day - t
r ———— = ——— e
on which he would not usually work)?. ..y.c:_.. ............... 28. if yes. give date last worked: Dare:. .7 4. R
20, Has emplovee rcmrned to work? 4’ =300 Wves, givedate: . .. . . 31, Avwhat wage? § . perhour; or S e
per day: ors L5 D per week.
11 Did enplovee die? Yes. | No. A~ a3 ves, yive date of death... .. ... .. . and name and address of neasest relative, ———————
(Check One\’
PR . cecl e o I —.-_.. P e . s - }’. T ."- A .- -
3. Name and .audrc» of physician 2247, 5, L0 e XA S A R . -/“ PR
35 U hospitalized, rame and address of hospial., ,)h 2 - L Lo AU y . -
A..ﬁ"/’*)? 2/ Z;Zv . . o -/
siite of Kenan tT‘rr'und bLy) it
BRI S ST S 1% W 132 X Pk S SN e \




1 ‘ﬂE‘:&
Srate’ s " T e e e m
Nargibes I U . o
e C e e . Fer i .

TANLIARD FORM FOR CHrrinS B NS e e

ST Ly NNy . . HThe spisres 8Lt e ot U be filled 1o b, eTuo v 1t
;T EMPLOYER'S FIRST REPORT |
Policy Sym. & No. )
Y BT RLATIL Y

Teelover -
T PO FL TS PORUFE S Y Name of Company
TL iy mrnhine of hasipees (0 wticle manciacivied) | oo
J ti e . .
i S b feratia, of piant or place where sccident occurred
i Depariment (o o ceeeeeerane
Time n thi 11 71(';1.1 acsur -m surf.ur unde: groun:
ent ;! EE EHITRNY] D Ve L9 ....’.,.’...l_m_\‘ of week ,./.L.u-&i&f{.(.?..’: . * ceveneneees FoALL
Plzce i - . L
ace : T ate disa LIy ORI e e 16 s AL AL LU PUAL R WESs injured pa;d in ixll ior this daey
i! S0 When did v or Toieman 1118t lnow OF S11JUTY  vireeeeeeeereeessvereeassesssenesessnssnnsssssansmsseesssensarsoensssenssnses s iievmreensseascssarasnten
ilm. Nauww of furesan L. /"/5 © A . DL N A L Gl SO ﬁ . rranieesrnnren e s e eanes
—,.‘; - ’)
[11. Name of Injuied wdt 2 S e X e P LVLEL D . .
t {First Name) (Middie Jnitial) (Last Num%
112, Address: No. and St czs. b'?{‘ A’V‘_Y ££..L7 pSiesel City or Town .(LJ(Q ,/7/6 Al imlc
13. Check () Married: ‘/ Single...... , Widowed ..., Widower ..., Divorced......; Male &7, Fe ~
15. Age j?Dxd you have on file cmploymm’::jnirica ¢ or permit 4 < -
‘,,_i:jured‘ 16. (2) Occupation when injured ALY AR (b) Was this his cr her regular occupation v ..........
* Person N
‘- : (If not statc in what depariment of branch of work regularly employed) covmviiiciniriccriccrce e IR
17. (a) How long employed by vou..... LG . (b) Picce or time worker ... eeeneeonsennic . (€) “ageﬁ-"-our 570/
18. (a) No. hours worked per day .. y (b) Wages per day $............ eeesenaesaanaaned
- {c) No. days worked per week ... ‘/0 {d) Average weekly camings $.......... .
{e) If board, lodging, fuel or other advantages were fumished in addition 1 wages, give cstim!xel' value per day, week
Of MON  ooreerireeremmes ;
. . . e - . : : .
19. Machine, 100] or thing causing injury : .. 20. Xind of power, (hand, foot, electrical,
steam, etc.) ... : 21. Par of machinc on which accident occurred . . .
22. (a) Was safety apphance or rcgulauon prov:dcd . (b) was it in use at time
23, Was accrdcm caused by - m_mrcd s failure 1o use or ubscrvc safet), appliance orregulafion.... 2 3
.Srause Q4. I)cccnhc fully heow accxdc on.uzrcd and state \\h:n empluyce was dojpg when injured ..., ,._){c:/g ..... o _{F __________ s
Injury “‘6 ................... J 7; Gk ’64...* ....................................
...................... prrmgraees 5
2S. Names and addresses of winesses 9(/”"/ L "’é« erateateseeeretemratestessetetstastens sresens et rnaansntaraseenreren
26. Nature and location of injury (describe fully exact location of amputztions or fraclures, right or feftd s e eenens
2 ed H
Narure 7 mbdhle lcng(h of disanility
of 10 <o, dine und hour ... ieteteeessucasetesemeseeesessiermaseseraetteante ataaaesaateresenresnsnenrranrin Av what aage L
ingury 29, At what occupation ;
30. 1a) Name and address of physician ..
(B Name and a0dress of NOSPIIAY e e e erae e e vnr e SRS UURRRUURURRRUTONS. - - SOOI IOPRR R
Tutal .. . 1 N . . ﬁ
Cazes g?vi. Has jujured dicd /%"’” ............................................................... If so, give date o1 dc;.:h
P - ko =z 5= 2 =
e of this repari .. ‘:77 ... Fimn name (// (A C (-/ 4/(/ X A ( Z(/:"{/V“ﬂcr‘g/
e . > S
Sihed oy ;.r ’/>" .(..(,“~ /1.—3:(4' JUTSUUPPTRRURTOLE LA TR -4 ']liﬁ,‘;—
e usel ]




Nev. ceee

ZMMYER‘S FIRST REPORT OF INJURY with (hx: rcgul-mon cach question must be answered lepibly, arcurately,.
partment of Labor, Workmen's Compensation Board and compietely. Improperly prepared reports muy be refused and re-
Frankfort, Kentucky 40601 turned. Dlease use typewriter, or print. If a question “docs not apply™

: to your case, mark DNA. See instructions on back of pave.

NAME OF \\’ORKrvaN'S COMPENSATION INSURANCE COMPANY .ot e s e,

EMPLOYER . Policy Number DO NOT WRITE
4 - IN THIS COLUMN
Name...... E ............. aﬂdﬂ /? E - c C .......................... ﬂ&ﬁ(&ﬂ_?\f_é"___ T Rk e,
| . . (lec name unde/?\im conce: ocs buamc'a) ‘/03 37 No,
Mail address..... 53 L2, cokgelbua.. leaga?s s, /f,?/ -..Phone, S22, -/4/~307/ | _
(No. ‘and Strect) (City or Town) Carrier No, -
Nature of business..&. /fC oD ST B BUT 00l e e e
- (Manufacturing sboes, retzllmg mr_n s clotbes, trucking for hire, ete.)
INJURED EMPLOYEE . - Todustry
_____ /7 .QZ'L/.ST D ARLSON .. ,/Jf’ f%ﬁ ... . 5. Social Security No.#€3.3€ 354 9 |————0u——
(Middk Name) (Ln}Nam:) Soc. Sec. No.
Homc address.. u?/ :'gc' 01/\/6 CAAVL v W2 E LA /5/' e
. (No. and Street) (City or Town) State) o
. Age...... 33 8. Sex: Male...:{ ...... Female.....coee. .. 9. Marital status: Married......~0 ... Single..
: {Check One) ) . (Check One —
. Occupation (job title)......... 2 menA A s e e 11.. Department.... Cc,{/S'ZF’uc?'/oA/ S
. Number months e_mployed by YOU.eoeeereeee AN //F_S' : e reeeeesssereseeessens | sesseoseose s eeseeesmeeaeeseeens reoeierees sereremenn
q Marital Status
. No. of bours worked pcr day.....ccomene.e 5 .............. s perweek L L 14. No. of days worked per week..... S,
. Wa.gs $7 .. per hour; or L S perday: or S per week. . 16. 1f paid on other than a time pays— -
= . pation
basts, such as piece work or commission, enter actual average weekly earnings during lasto....oei Ll weeks: $.....l.. per week.
. Hf board, lodging, or other advantages were furrished in addition to wages, state estimated weekly value: $.............. per week. [ T ucame oo oo
THE ACCIDENT OR EXPOSURE TO OCCUPATIONAL DISEASE
Phu:e of mdent or exposure Qoloncal. _Sisde. Susoiu. &lc/\’/g?"ﬂc'&‘ 19. Was it on emplover’s prcmxsa Weckly Wage
.~ . (Number and Street) . (City or Town) © (County) . .
R V.Vhat was. t.he cmployec doing when m)ured? ..._....Z.: .......... S. Cﬂ]w’é ELLECT Ka. C..'/DrJI— -t County of Tajury

epeclﬁc. 1f he was using tooh or equlp-ment or handling matenu.l. name them md

. tell what he was doing with them.)

Nature of lojury

(De-cﬂb{ful\y tht evcnu ich rewlted in t. in)ury or occupats d: Tell what b

L. How did the accidc"nt.écé::r? ....... _}/M ..... '-_ ....... A,,_OM 4_—7‘ M pmy, AT é')q ......

Pamt of Body

PR o . :and bow |t happend. Nunc any oblecu orwbuanca involved and tell how t.hq were involved. ” Give full dct:nﬂs on all {actors

Accident Type

which led of cont.ribut.ed to the aeddan Use separate sheet for additional mce.)
INJURY OR OCCUPATIONAL DISEASE

2. Dscn'be the mJury or dxsmse in dcta'l and mdtmtc the part of body aﬂcctcd /{"*’*W
(e.:, amputation of right xndex fingerat - -

Soarce of Injury

. Agency of Accident

Lo . ‘second )olnt fracture of nbc lead poisoning; dcrmzu!h of left hand, etc)

3 Na.me d're ob)ect or substance which directly injured the employee. (For example, the machioe or thing he struck against or which
struck him; the vapor or poison he inhaled or swallowed; the chemical or radiation which irritated his sLm orin of strains,

hernias, ctc.. the thing he was lifting, pulling, pushing, etc.)

Extent of Disability

Injury Date R

“ee - 3 .
4 - .. . C e s osr - - - L ‘.

o

. \\ cmpIO) ee unable to work because of thei mjury or discase on any day after the day of injury (mcludmg Sunday or any other day
on which he uould not usually worl-.)?......)f‘-,._'b......... . 28. If ves, give date last worked: Date:.. 7 W, A, SR
9. Has empIO)ee returned to work?. Ao .. 30. If ves, givedate: ... ....... 31. Atwhatwage? $.... ...perhour; orS........
- perday; or 8. per \v&_k ) - . B
32 t)id employee die? Yes \‘o ¢ ..... 33. I ves, give date of death
S ) (Check one)

34, Name and addrss of phys:c;an. M/Q/V/’KCD .L. f(l?ﬂ HS.E..lPLD..... p?.

. Date o( mjury or occupanonal disease: ? (_Z ;5 25 Tlour of day Z: ....... (%_%‘) 26. Was employee paid in full for this day?

Hour of Injury

Disability Date

-Report Date

35. 1_f hospitalized, name and ‘address of hospizal...... eemmamenen eapireneiof seens sneens eveisssennees orenens sucnsesseseesesscness O
LT T g e
(/D.nt of Report) ’ (Prermied by

e T4 1 Dlveed i 104 1006Q 1




FORM S F 4 saivisiDsan @IN

KENTUCKY DEPARTMIWT Of LABOR

WOARKM(NTS COMPEWSATION BOARD
fRANCFORT, XY, 40601

Tha form futlan e rrovsements for OSHA Form 101,

EUPLOYERS FIRST REFOAT OF INJURY DR 1ILINISS AND
SUPTLICINTARY RECDRD UNDLA THE OCCUPATIONAL SAFLTY
AND HEALTH ACT

# T3 CASE wAS DSHA RECORDABLE. INDICATL REASOW 5 OR

RECORDING AND CIVE OS~a CASE OR FILE NuMBER

Restriction of work; .

KAS 32000 AUTHORIZES A FINE FOR (MPLOYIRTS REFUSAL DA WILLFUL NEGLECT 1O SUBMIT TerS
ORIGINAL REPORT, wWITetin ONE WEEK OF KNOWLEDGE OF INSURY, TO THE WORKAE NS COMPE NSATION . . [
BOARD. YO COMPLY WiTi THIS LAW, EACH OUESTION SHALL 8E ANSWERED COMPLETELY, ACCURATELY
AND LEGHILY. MAPADPEALY PREPARED REPORTS will Bf REFUSED AND RETUANED, PLEASE USE
TYPEWRITER OR PRINT IN INK, COMPLETE ALL OUESTIONS!

Medical Treatment

Rese0n 100 secomoong 4 g. TIon 8! CONCeonmneu ),

7

OSKA Con or Fair Mumowr (1rom yonw OSHA F e V0O}

1. EMPLOYER'S NAME

ELUPLOYER NUMBER 2. STAEET OR ROAD LOCATY

61-0299615

7353 Walton Nicholson R4

1ON AT wICH EMPLOYEE WOAKED

DO WOT WRITE W
THS COLUMN

10-16-78 .

10-19-78 4

Owen Count 1y R.E.C.C. ey
3. IF INDIVIDUAL OR PARTNERSHIP waME OF BUSINESS 4 CIYY COUNTY STATE 2w
Indenendence, ¥y 41051 Erotorer Mo,
< S  MAILING ADDRESS 6 AREA CODE. TELEPNONE T, UNEMPLOYMENT INSURANCE
2| 510 Georgetown Road 502-484-3471 ° | “*™™"** 012321-6 S
Il 4 ey COoURTY STATE 200 ¥ WATURC OF BUSINESS Gz vwer vommg, oot mig)
Owenton, Kentucky 40359 electric distribution v
10, WORKMENT courgnsn'uouﬁunAucE CARRIER POLICY NUMBER VI, SPECIFIC PRODUCT OR SERVICE COMPRISING MaJGRITY OF SALES
‘Hbmémiﬁéﬁf%ﬁﬁ Co. WC 9658958 oo Wb $oc S e
electricity sales
12. EMPLDYEES NAME FIRST MIDDLE LAST 13. AREA CODE - TELEPHONE 4, SOCWAL SECURITY NUMBER o
(HOME)
Argust Nelson Popham 606-485-4641 403-56-3395
15. EMPLOYEES HOME ADDRESS 16, SINGLE D MALE D 1. DATE OF BIRTH B
Bedinger Avenue wannuo[) remae[] | 93 _4q0 .
Marital Sustus
8. oy COUNTY STATE 2 15, DEPARTMENT IN WHICH REGULARLY EMPLOYED
Walton, Boone, Kentucky 41094 Maintenance e
w 20 REGULAR OCCUPATION GOB TITLE 21. DEPARTMENT WHERE WORKING WHEN INJURY OR ILLNESS
> -
2 Lineman OCCURRED Maintenance Deoanmemt
H . 22 “OW LONG EMPLOYED BY YOU? 23. HOW LONG IN PRESENT JOB? . NUMBER OF MOURS WORKED |25, WUMBER OF DAYS WORKED
15 years 8 yrs. PER DAY: 8§  PER weEk: ren week: O e
26. EMPLOYEES WAGE RATE $7.83 mrie 71 COMMISSION OR PIECE WORK EARNINGS 28, WEEKLY DOLLAR VALUE OF PAY IN KIND Shin
H DAY o $ ~K, 3 N, HRS. IN PAST 12 MO. {LODGING, FOOD. ETC § Werkhy Wope
I WNUMBER OF DEPENDENTS 3. PLACE OF ACCIDENT OR EXPOSURE (LOCATION, INCLUOING COUNTY} 31, DATE EMPLOYER WOTIFIED
tPease compiete tack of torm! . - -
Union-Hathaway Road, Boone County 10-16-78 Coumty ot Iy
X2. ON EMPLOYERS PREMISES? 3. DATE OF OCCURRENCE 3¢ TIME OF DAY [35 TiME wo«-gu ue::: ,um wOULD no:a:::;u T
ves (0wl 10-16-78 2:00 PM | e enou e %70 e
° 3%, OOWDIDTNIAUBDENTDREX’OSJREmﬂ?whm-ﬂmlhwmuﬁmwmwmnt-m( Be soecitc. H empioyer et body tent
a WG IOOH O SODMENL, O NONdhng MALEIS, NaMme theem Brd il whal emOIover mai OO weth them.)
£| Employee was using a chain saw to trim a tree which fell on top of prs———
§ | another tree causing second tree to split out and fall on victim's head———cgre
oz- X3, Now Oracvite fubly the ewenas which w - —nwnv o Siress. Tell what happened snd how i1 RapEERES. Sovciy how DLTECLS O WANLIACE wevt snvoived. Gove Lol devnits of ot
g 81073 whth bed o e ¢ 30 The ~ :
¢ | The tree hit the v1ct1m on the forehead
<
E 38 WHAT THING DIRECTLY PAODUCED THIS INJURY OR ILLNESS? (Name OLRTI IMUCL 8GINA O NiCh by V00!, POMDN, Chemcal o rGmiOn. d Supw o
herna, the Theg beeng btud, ouind, pushed, esc. o gy TErUnED sotely $rOm BOGHY MOLON, The RrESChnG. T eng, €1C. svhiCh srsieD in naury )
_Jree Do Retormed
3. DESCRIBE THE UURY OA ILLNESS tN DETAIL AND INDICATE THL PART OFf BODY AFFECTED. trg. smouvtrion of s maors tumper 1 secong somi, brocurs
o 2 1n, kad pomonieg, Cerreinn of it hend, w1 FATAL?
Teme Present Job
Blow to forehead *==D~°LJJ(
40. NAUE AND ADORESS OF TREATING PHYSITIAN 41, NAMEI AND ADDRESS OF wOSPITAL IN PATIENT D Exwt ol Desbitay
2| W.E. Reutman, M.D. ' 3
z lorence Medj ra] Arts ('entgr Florence JKy. OUT raTienT Tom Wervarms
< 42, MEDICAL ‘IREATMI'(T GIVEN (DESCRIBES. ¥ RESTAICTIONS OF DUYV_L r:uauuuu TRANSFER TO ANDTKER X)l CHECK
N il 1093 -
i €1, DATE SYOPPLD WORK BECAUSE OF 44 DATE RETURNED TO WORK {45 NUMBER OF SCHEDULED WORK 46 WAS EMPLOYEE PAID DR FULL DAY -
- TAIS UURY OR ILLNESS DAYS LOST TO DaTE Y Ko
H . ON DATE OF tnpunY? visB NO:]

47, If DEATH, GIVE NAME AND ADDRESS OF NEXT OF kiw

46. DATE{ OFf DEATM

Dete of Diavitny

49. REPORT PREPARED BY /‘/{kw
Donna McDonald

&0 TiTiE

1"/.,/ v Lo
Insurance Admr.

51 DATE OF YriuS REPORT

10/19/78

Dete of Regont

EVERY QUESTION MUST BE ANSWERED AND FORV SIGNED




FORM S.F. Y (REVISED JULY, 1880)
KENTUCKY DEPARTMENT OF LABOR
WORKERS' COMPINSATION BOARD
FRANKFORY, KENTUCKY 40601

EMPLOYER'S FIRST REPORT OF INJURY OR ILLNESS AND
SUPPLEMENTARY RECORD UNDER THE OCCUPATIONAL SAFETY

AND HEALTH ACT

IF THIS CASE WAS OSHA RECORDABLE, INDICATE REASON
FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBER,

This forrn fullills the requirernents for OSHA Form 101

Reason for recording (c.p. “1oss of consciousness”)

KRS 342.990 AUTHORIZES A FINE FOR EMPLOYER'S REFUSAL OR WILLFUL NEGLECT '
TO SUBMIT THIS ORIGINAL REPORT WITHIN ONE WEEK OF KNOWLEDGE OF INJURY
TO THE WORKERS' COMPENSATION BOARD. TO COMPLY WITH THIS LAW, EACH
QUESTION SHALL BE ANSWERED COMPLETELY, ACCURATELY AND LEGIBLY. IM- -
PROPEALY PREFARED REPORTS WiLL BE REFUSED AND RETURNED PLEASE USE OSHA Case or File Number (from your OSHA Form 100}
TYPEWRITER OR PRINT IN INK, COMPLETE ALL QUESTIONS!
- 1. EMPLOYER'S NAME EMPLOYER NUMBER 2. STREET OR ROAU L%CATEISN AT WHICH EMPLOYEE DO NOT WRITE IN
WORK
. THIS COLUMN
Owen County R.E.C.C. 61-0299615 7353 Walton-Nicholson Road v
ile Q.
3. IF INDIVIDUAL OR PARTNERSHIP, NAME OF BUSINESS 4. CITY COUNTY STATE ziwp
« Independence, Kenton, KY 41051 Employar No.
w .
> 5. MAILING ADDRESS 6. AREA CODE TELEPHONE 7. UNEMPLOYMENT
o INSURANCE o e
g2 |._ 510 Georgetown Road 502-484-3471 to.nvo. 0123216
w 8. CITY COUNTY STATE 2P 9. NATURE OF BUSINESS (e.0., cree trimming’ boot mifg.) tndustry
Owentoq, Owen, KY 40359 Electric Distribution
0. WORKERS' COMPENSATION INSURANCE CARRIER  POLICY NUMBER 11. SPECIFIC PRODUCT OR SERVICE COMPRISING MAJOR- Soc. Sec. No.
{IF SELF-INSURED, CHECK HERE 1Ty SALES (¢.9.. 3ki boots}
$PWC-L-11-22-34-00 BI¥eEY S ity =
12. EMPLOYEE'S NAME  FIAST MIDDLE LAST 13. AREA CODE TELEPHONE 14. SOCIAL SECURITY NOJ
(HOME e
ARGUST NELSON POPHAM b06-485-7621 403-56-3395 Sex
1S. EMPLOYEE'S HOME ADDRESS 16. SINGLE (3 MALE & 17. DATE OF BIRTH
MARRIED ) FEMALELD] Maritsl Status
1. errv 21 Bendipger Avenuee 21p 15. DEPARTMENT IN WHICK REGULARLY EMPLOYED Py
w . Walton, Boone, Kentucky 41094 Maintenance
w
> | 20. REGULAR OCCUPATION (JOB TITLE) 21. DEPARTMENT WHERE WORKING WHEN INJURY OR Depsriment
9 . OCCURRED ~
S Journeyman Lineman Maintenance MonThs on Job
o] W | 22. HOW LONG EMPLOYED BY YOU? | 23. HOW LONG IN PRESENT JOB? 24. NUMBER OF HOURS womc-] 25. NUMBER OF DAYS
-1. 20 1 ED . WORKED - -
' years 3 years PERDAY 0 PERWK. /() | PER WK, 5 Shift
26. EMPLOYEE'S WAGE RATE sl 0.8 HA. | 27. COMMISSION OR PIECE WORK EARNINGS |28. WEEKLY DOLLAR VALUE OF PAY IN
. 0 KIND Waeekly Wagpe
or § /DAY, or S /WK, s IN n/éﬂs- IN PAST 12 MO. | (LODGING, FOOD, ETC.) § n/a
29. NO. OF OEPENDENTS 30. PLACE OF ACCIDENT OR EXPOSURE (LOCATION, INCLUDING COUNTY] |31. DATE EMPLOYER NOTI- County of injury
(Pleate complete back of ferm) R FIED
So. Woods, Richardson R4, Kenton ICo. 7/6/82
32. ON EMPLOYER'S PREMISES? [ 33. DATE OF OCCURRENCE | 34. TIME OF DAY 3S. TME WORKDAY (95‘::;“ AND WOULD W““::L:’) Nature of Injury
w 5 . FROM : o T o
g ves DO ~no B8 S’Oopm END FRO 8.0‘ o o 4:30Gmy pyPm—
vy Pa
8 36. HOW DID THE ACCIDENT OR EXPOSURE OCCUR? (Begin by telling what the empioyes was doing just betore the sccident ¢'>r exposure. Be speci.
& fic. If amployes was using 100l Or squipment, of handling material, name them and tell what employee was doing with them.)
ﬁ Accident Type
3 Employee was working om underground service outage
‘z‘ 37. {Now describe fully the events which resulted In injury or iliness. Tell what happened snd how It happened. Specify how Objects Or substancet were Source of Injury
w invotved. Give full dewils of all fsctors which led or contributed to The sccident or exposure.}
g Another serviceman ‘was removing primary elbow from cabinet
g ina broke = into ero a ing h
w 'Elﬁt oI L Bdp v ArRA TR EsEY Snvhrfn object struck apainst or struck by, vapor, . ch i, of radi .
’3_: If straln of hernia, the thing being litted, pulled, pushed, wtc. it injury resulted solely trom bodily motion, the stretching, twisting, e1c. which resulted in
A injury 3 . . . .
“vdxplosion and flash of fire, causing blurred vision on Nelsoh P.
39. DESCRIBE THE INJURY OR ILLNESS IN DETAIL AND INDICATE THE PART OF BODY AFFECTED. (e.g.. smputation of right indax finger at Dave Returned
second joing, frecture of 2 n?:. k.:e Doisoning, dermatitis of letx h-w&fﬁg e d e y e 1 as h es FATAL?
Blurred visien for 24 hrs. of both eyes ves O w~odD Time Prevent Job
3 40. NAME AND ADDRESS OF TREATING PHYSICIAN 41, NAME AND ADDRESS OF HOSPITAL
w INPATIENT [ Extent of Disability
... ...n/a (unless further problem n/a OUT PATIENTDY
v} QCcCcuTeS
« | 42. MEDICAL TREATMENT GIVEN (DESCRIBE) IF RESTRICTIONS OF DUTY OR PEAMANENT TRANSFER TO ANOTHER JO8, CHECK O Lon Workoays
o
> - . ' : . i
g First aid-kit eye ointment applied by emplavee Injury Date
2 | 43. DATE STOPPED WORK BE- 44. DATE RETURNED TO WORK |45, NUMBER OF SCHEDULED 46. WAS EMPLOYEE PAID FOR
- CAUSE OF THIS INJURY OR WORK DAYS LOST TO DATE FULL DAY ON DATE OF tnjucy Hour
ILLNESS” INJURY? .
z n/a n/a n/a ves@ woD
47. IF DEATH, GIVE NAME AND ADDRESS OF NEXT OF KIN 48. DATE OF DEATH Date of Disavility
n/a n/a
49, REPORT PREPARED BY 50. TITLE 51. DATE OF THIS
‘ REPORT Date of Report
| . - T g
S R cas I yat Zw- L . . 7-/79-62, |
' 4 ° e ———————

RN



e e = e e . ON BOARD
PPLEMERTARY RECORD UNDER ”?f°ﬂiaé?li§§;iiyluxn1
E OCCUPATIONAL SAFETY )

D HEALTE A
TE ACT IF THIS CASE WAS OSHA RECORDABLE, INDICATE REASON

FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBER,

Mt form fuilills the requitements for OSHA Form 101 . da_YS Ufo DT‘ESCN' pti on drugs

Ress0n (01 recording (e.p. “ioss of consciousness ™)

KRS I42 990 AUTHORIZES A FINE FOR EMPLOYER'S REFUSAL OR WILLFUL NEGLECT
TO SUBMIT TiIS ORIGINAL REPORT WITHIN ONE WEEK OF X NOWLEDGE OF INJURY

TO TWE WORKEARS COMPENSATION BOARD. TO COMPLY WITH THIS LAW, EACH 2/91
QUESTION SHMALL BE ANSWERED COMPLETELY., ACCURATELY AND LEGIBLY. M.

PROPEALY PREPARED REFPOATS Will BE REFLISED AND RETURNED PLEASE USE : . t OSHA Case or File Number ltiom your OSHA Form 2007 .
TYPEWRITEAR OR PRINT IN INK COMPLETE ALL OQOUESTIONSI
1 EMPLOYER'S NAME EMPLOYER NUMBER 2. STREET OR ROAD CGLTION AT wriCH EmrLOYEE DO NOT WRITE iN
Owen County R.E.C.C. 61-0299615 510 Georgetown Road THIS COLUMN
Eile No.
A, HF INDIVIODUAL OR PARTNERSHIP, NAME OF BUSINESS 4. CITY COUNTY STATE v
« Owenton, Owen, Kentucky 40359 Empioyer No.
-
> S. MAILING ADDRESS 6. AREA CODE TELEPHONE 3. ua:ser:uocvemem
INSURAN
P 10 town U.l. Ne.
g 510 George Road 502-484-3471 toone 0123216 .
w 8. CITY COUNTY STATE p4ld 8. NATURE OF BUSINESS (e.g., tree trimming, boot mig.} (nduviry
Owenton, Owen, Kentucky 40359 Distribution-of electricity
10. WORKERS' COMPENSATION INSURANCE CARBIER  POLICY NUMBER | 11. SPECIFIC PRODUCT OR SERVICE COMPRISING MAJOR. Soc. Sec. No.
{IF SELF.INSURED, CHECK HMERE ITY QF SALESJe.g.. jki boots)
CxwERE O ]16-WC-005 eledtyicyty "
2
12. EMPLOYEE'S NAME FIAST MIDDLE LAST 13. AREA CODE TELEPHONE 14. SOCIAL SECURITY NO
Argust Nelson Popham MoME 606-586-6864 | 403-56-3395 Sox
15. EMPLOYEE'S HOME ADDRESS 16, SINGLE D smace D 17. DATE OF BIRTH =
MARRIED ) FEMALED 2-1-40 . Maritsl Stetus
8540 Lower River Road
18. CITY COUNTY STATE . Zir 18. DErAaTMEN‘IMm ,VN{:CH REGULARLY EMPLOYED Occupation
. dintenan
v Burlington, Boone, Kentucky 41005 ce
-
> | 20. REGULAR OCCUPATION (JOB TITLE) 21. DEPARTMENT WHERE WORKING WHEN INJURY OR Depertmant
3 OCCURAED Mai
' Serviceman aintenance o oot
v 22. WOW LONG EMPLOYED BY YOU? | 23. HOW LONG IN PRESENT JOB? 24. NUMBER OF HOURS WORK.{ 25, NUMBER OF DAYS
’ : (-] WORKED -
21 vrs, 10 months 1?2 vears : rerpay 8 reawk. 40 | rerws. Shift
| 26. EMPLOYEE'S WAGE RATE S 16.334R | 27- COMMWISSION OR PIECE WORK EAANINGS | 28. WEEKLY DOLLAR VALUE OF PAY IN
=1 ) . /a . KIND Weekty Wege
: or 8 /OAY. 0§ mx. |g D iy HRS. IN PAST 12 MO. | (LODGING, FOOD, ETcy s N/ @ .
29. NO. OF DEFENDENTS 1 30. PLACE OF ACCIDENT OR EXPOSURE (LOCATION, INCLUOING COUNTY)  {31. DATE EMPLOYER NOTI- County of Injury
{Piease complate back of torm) . F1ED 2-1-91 . i
Mt. Zion Rd, Boone County, KY ==
32. ON EMPLOYER'S PREMISES? |33, DATE OF OCCURRENCE | 34, TIME OF DAY 5. TMAE WORKDAY &E:s;« AND WOULD ~o~.(uuv, Noturs of fjury .
vsO ooy 1-31-91 2PM [0 awpw T 4:30 8 L
36, HOW DID THE ACCIDENT OR EXPOSURE OCCUR? (Begin By talling what the empioves was 0ing jUst before the scCicent of exponse. Be 1oeci- ;

1. 1f employes wat using 1004 Or equioment, or handling material, name them and tell what emplovee wat doing with them.)

Stooped over to connect an underground service

37. (Now descriDe fully the events which resulted in injury or Hliness. Tell what Reooened and how it happened. SEICIly how OD{ICTS OF JULITANCE weare Sourcs of injury
inwotved. Give tull cetails of all 1acTON which led Or CONtributed 10 the sccident OF exposurs.] . .

When he straightened up, back pain occurred -

Accicem Tyoe

Pl el Wyt ke Vewita

- WHAT THING DIRECTLY PRODUCED THIS INJURY DR ILLNESS? (Neme Object struck sgsinst OF SIrUCk Dy, vaDor, polson, chemical. or radiation.
H stram Or hecnia, the thing being lifted, pulied. pushed. e1c. If injury resulted solely from bodily motion, the Stretching, Twisting, etc. which resulted in

=3 Working in a stooped position faor an extended length of time

8

J9. DESCRIBE THE INJURY OR ILLNESS IN DETAIL AND INDICATE THE PART OF BODY AFFECTED. (e.g., smoumation of right index finger a1 Date Returned
second joing, teacturs of 2 ribe, teed pohoning, denmatitis of leh hang, etc) . FATAL? :
Lower back strain - pain : : YESO ~no Time Prasem Job
40. NAME AND ADDRESS OF TREATING PHYSICIAN 41. NAME AND LDDRESS OF HOSPITAL
Richard Hoblitzell, Orthopaedic Care of Greater Cincinnati AT D Extent of Disaditity
7570 UI.S. Highway 42, Florence, KY 40142 Phone 606~371-4442 '
42. MEDICAL TREATMENT GIVEN (DESCRIBE) IF RESTRICTIONS OF DUTY OR PERMANENT TRANSFER TO ANOTHER 308, CHECK O L“f Workdays
Prescribed pain medication, muscle relaxers, and physical therapy injury Dete
43. DATE STOPPED WORK BE- | 44, DATE RETURNED TO WORK |45, NUMBER OF SCHEDULED 46. WAS EMPLOYEE PAID FOR
CAUSE OF Tris RY O - : ORK DAYS LOST TO DATE FULL DAY ON DATE OF . o
iwess o5 -Qi 2-5 .and then off " Z B mauR o tnivey Hour
dgain 2-6; back 2- Ye no O
47 IF DEATH. GIVE NAME AND ADDRESS OF NEXT OF KIN 48. DATE OF DEATH | Deteof Diadility
n/a : : n/a
ol
49. REPORT PREPARED BYKZ‘: M,, 2 0 $0. TITLE st 22:;:1" Trus Date of Report
Donna McDonald Exec. Sec/Claims 2-7-91

. EVERY QUESTION MUST BE ANSWERED AND FORM SIGNED
*Popham was scheduled STION Mus

to work Saturday, Feh 2nd bt wac cueabl .




FORM S.F. 1 (REVISED JULY, 18801
RENTUCKY DEPARTMENT OF LABOR
WORKERS" COMPENSATION BOARD

EMPLOYER'S FIRST REPORT OF INJURY OR ILLNESS AND
SUPPLEMENTARY RECORD UNDER THE OCCUPATIONAL SAFETY
AND HEALTH ACT

FRANKFORT, KENTUCKY 40601

IF THIS CASE WAS OSHA RECORDABLE, INDICATE REASON
FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBER,

This form fulfilis the requirements for OSHA Form 10}

KRS 342.990 AUTHORIZES A FINE FOR EMPLOYER'S REFUSAL ORWILLFUL NEGLECT
TO SUBMIT THIS ORIGINAL REPORT WITHIN ONE WEEK OF KNOWLEDGE OF INJURY
TO THE WORKEAS' COMPENSATION BOARD. TO COMPLY WITH THIS LAW, €EACH
QUESTION SHALL BE ANSWERED COMPLETELY, ACCURATELY AND LEGIBLY. IM-
PROPERLY PREPARED REPORTS WILL BE REFUSED AND RETURNED PLEASE USE
TYPEWRITER OR PRINT (N INK. COMPLETE ALL QUESTIONSI

) Reason lor recording fe.g. “loss of corsciousness |

OSHA Case or Rile Number (lrom your OSHA Form 200/

1. EMPLOYER'S NAME EMPLOYER NUMBER 2. STREET OR AOAD f;,%%‘.‘;'g“ AT WHICH EMPLOYEE DO NOT WRITE 10¢
. THIS COLUMN
OWEN ELECTRIC COOPERATIVE 61-0293615 510 South Main Street Fite Mo,
3. IF INDIVIDUAL OR PARTNERSHIP, NAME OF BUSINESS 4 CITY COUNTY STATE 219
= Owenton Owen KY 40359 Employer No,
> 5. MAILING ADDRESS ) 6. AREA COOE TELEPHONE 7. UNEMPLOYMENT
o] INSURANCE o e
g 510 South Main Street 502-484-3471 10.332321-6 -
w
8. CITY COUNTY STATE zip 9. NATURE OF BUSINESS le.g., Iree trimming, boot mfg.) todustry
Owenton Owen KY 40359 Electric Distribution
10. WORKERS' COMPENSATION INSURANCE CARRIER  POLICY NUMBER 11, SPECIFIC PRODUCT OR SERVICE COMPRISING MAJOR. Sec. Sec. No.
(tF SELF.INSURED, CHECK HERE [ ITY OF SALES (e.g.. ki boots) ..
16 wWC 005 : Electricity -
o
12. EMPLOYEE'S NAME FIRST MIDDLE LAST 13. AREA CODE TELEPHQONE 14, SOCIAL SECURITY NO
" .
Nelson Popham BGE~586-6864 M03-56-3395 Sex
15. EMPLOYEE'S HOME ADDRESS 16. SINGLE [J MALE 17. DATE OF BIRTH
MARRIED O FEMALE 2-1-40 Marital Status
9540 Lower River R4 _
18. CITY COUNTY STATE zip 19. DEPARTMENT IN WHICH REGULARLY EMPLOYED Occupation
Burlington Boone, KY 41005 . .
w g ! Maintenance
> | 20. REGULAR OCCUPATION {JOB TITLE) ‘21. DEPARTMENT WHERE WORKING WHEN INJURY OR Department
S OCCURRED
-
S Sexrviceman Same Months on Job
“ ] 22. HOW LONG EMPLOYED BY YOU? | 23. HOW LONG IN PRESENT JOB? 24. NUMBER OF HOURS WORK-| 25. NUMBER OF DAYS
; €0 WORKED .
o 25 yrs. 15 years reroay 8 eerwk. 40 {eerwk. Shitt
26. EMPLOYEE'S WAGE RATES ] 8, 28R. | 27. COMMISSION OR PIECE WORK EARNINGS | 28. WEEKLY DOLLAR VALUE OF PAY IN ~ :
1. KIND Weekily Wage
or $ /DAY, oS MK, | s n/a IN HAS. IN PAST 12 MO. | (LODGING, FOOD, ETC) $ n/a
29. NO. OF DEPENDENTS 1 |30, PLACE OF ACCIDENT OR EXPOSURE (LOCATION. INCLUOING COUNTY)  |31. DATE EMPLOYER NOTI- Cou "
{Please compiete back of form) FIED Y of njury
Daniels Lane, Beech Grove RA, Boone Co 8/5/94
32. ON EMPLOYER'S PREMISES? | 33. DATE OF OCCURRENCE | 34. TIME OF DAY 35. TME W“‘“"&F‘fx‘ AND WOULD WN?&L", Nature of Injury
w M) A, .
END FROM T
3 ves O No O 8/5/94 5:00 AM 8AM ey 7°4:30 PMm ——
y Pa
g 36. HOW DID THE ACCIDENT OR EXPOSURE OCCUR? {Begin by teliing what the employee was doing just before the accident oc exposure. Be speci-
>&< fic. 11 emplovee wat vting 100is Or equipment, or handling Material, asme them and teit what employee was doing with them.)
w . . . . Accident Type
o Climbing Pole - Kicked out - slid and fell down pole
g .
! ’Z- 37. (Now describe fully the events which resutted ln injury or itiness. Telt what happened and how it h d. Specify how obj or sub wate Sourcs of Injury
@ invotved. Give full detaits of all factors which led or contributed 1o the sccident or exposure.) ’
Q
9 Climbing Hooks caught in ground wire on pole
<
w 38, WHAT THING DIRECTLY PRODUCED THIS INJURY OR ILLNESS? (Name object struck againtt of struck by, vapor, polson, chemical, of radisti
E ::‘mﬂ;\ or hernia, the thing being lifted, pulled, pushad, etc. If injury resulted solely from bodity motion, the stretching, twisting, etc. which resulited in
Hury. . . o
Hooks catching in ground wire _ e
39. DESCRIBE THE INJURY OR ILLNESS IN DETAIL AND INDICATE THE PART OF BODY AFFECTED. (e.g.. smputation of right index finger at Oste Returned
second joint, fracture of 2 ribs, fead polsoning, dermatitis of left hand, etc.) EATAL? .
. mn N
Arms skinned, knee, ankle and back sore YESD) wo G} Time Prasent Joo
P 40. NAME AND ADDRESS OF TREATING PHYSICIAN 41. NAME AND ADDRESS OF HOSPITAL
4 . A .
w | Already ‘had appt. scheduled for something glse-will get checked oW&X%renr o Extent of Disability
. . OUT PATIENT
< | Burlington Med. Ctr, Burlington KY v O
& | 42. MEDICAL TREATMENT GIVEN (DESCRIBE} (F RESTRICTIONS OF DUTY QR PEAMANENT TRANSFER TO ANOTHER J0B, CHECK O L.ost Workdays
o
>
g injury Date
= | 43. paTE sTOPPED WORK BE. 44. DATE RETURNED TO WORK | 45. NUMBER OF SCHEDULED 46. WAS EMPLOYEE PAID FOR
z CAUSE OF THIS INJYURY OR WORK DAYS LOST TO DATE FULL DAY ON DATE OF tnjury Hour
w ILLNESS n/a k n/a n/a INSURY? '
£ vesy) no O
47. If DEATH, GIVE NAME AND ADDRESS OF NEXT OF KiN 48. DATE OF DEATH Dete of Disability
n/a 2 n/a
49, REPORT PREPARED BY ‘i// @7&/ S0. TITLE 51, DATE OF THIS
Ve AN REPORT Oate of Report
Donna McDonald Exec. Secretary 8/5/%4

EVERY QUESTION MUST BE ANSWERED AND FORM SIGNED




- 1 (REV. MAY, 1394)
iPLOYER’S FIRST REPORT

" INJURY OR ILLNESS AND
PPLEMENTARY RECORD UNDER
£ OCCUPATIONAL SAFETY

‘D HEALTH ACT

DEPARTMENT OF WORKERS® CLAIMS
1270 Louisville Road
Perimeter Park West, Building C
Frankfort, Kentucky 40601

RS 342.990 AUTHORIZES A FINE FOR EMPLOYER'S FAILURE TO SUBMIT THIS ORIGINAL REPORT
ATHIN ONE WEEK OF KNOWLEDGE OF INJURY TO THE DEPARTMENT OF WORKERS® CLAIMS WITH
COPY TO YOUR INSURANCE CARRIER OR OTHER BENEFIT PAYOR. TO COMPLY WITH THIS LAW, EACH
UESTION SHALL BE ANSWERED COMPLETELY, ACCURATELY AND LEGIBLY. IMPROPERLY PREPARED
EPORTS WILL BE REFUSED AND RETURNED, PLEASE USE TYPEWRITER OR PRINT N INK. COMPLETE
LL QUESTIONS! .

. Days off -

IF THIS CASE WAS OSHA RECORDABLE, INDICATE REASON
FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBSER.

02/95

Reason for recording leg. “loss of consciousness™)

OSHA Case or File Number (from your OSHA Form 200)

[T SVE ¥ -T1Y

1. EMPLOYER'S NAME EMPLOYER NUMBER 2. STREET OR ROAD LOCATION AT WHICH EMPLOYEE

DO NOT WRITE IN

» BV LV LG

LG AvuIVLIt) VI EAP VUG

-37. (Now describe fully the events which resutted in injury of iliness. Tell what happened and how it happened. Specify how objects or substances were savolved.

WORKED
. . : TH
Owen Electric Cooperative  61-0299615 510 South Main Street ’iF%UMN
e Na.
3. IF INDIVIDUAL OR PARTNERSHIP, NAME Of BUSINESS 4. CITY COUNTY STATE pild
Owenton Owen Ky 40359 Employer No.
S. MAILING ADDRESS 6. AREA CODE TELEPHONE 7. UNEMPLOYMENT
. INSURANCE GL N
510 South Main Street S02-484~3471 10.8a 012321-6 - Ne
8. CITY COUNTY STATE paid 9. NATURE OF BUSINESS (eg. tree trimming, boot mig.) Indust
ustry
Owenton Owen Ky 40359 Electric Distribution
10. WORKERS*'S COMPENSATION INSURANCE CARRIER POLICY NUMBER 11. SPECIFY PROOUCT OR SERVICE COMPRISING . MAJORITY Soc. Sec. No.
QIFf SELFINSURED, CHECK HERE Of SALES (eg.. ski boots} . e
Electricity .
A
12 EMPLOYEE™S NAME FIRST MIDDLE LAST 13.0AREA CODE TELEPHONE 4. SOCIAL SECURITY NQ. g¢
(HOME) -
Argust Nelson Popham 606-586-6864 403-56-3395 Sex
15. EMPLOYEE'S HOME ADDRESS 16. SlNS‘éEE }B ;AEALE Exg 17. DATE OF BIRTH
MARRIED MAL
. 2-1-40 Marital Status
9540 Lower River Road
1€. CITY STATE pald 18, DEPARTMENT {N WHICH REGULARLY EMPLOYED - "
) . ) Occupation
Burlington KY 41005 Maint/ Service
20. REGULAR OCCUPATION (JOB TITLE} 21, DEPARTMENT WHERE WORKING WHEN INJURY Department
OCCURRED .
Serviceman Same
Moaths on Job
22, HOW LONG EMPLOYED BY YOU? 23. HOW LONG IN PRESENT JOB? 24. NUMBER OFf HOURS 25. NUMBER OF DAYS
WORKED WORKED
26 years 15 years reroar 8 perwk. 40 |penwr. 5 Shift
26. EMPLOYEE'S WAGE RATE $ l 8 92/1}11% 27. COMMISSION OR PIECE WORK EARNINGS 28. WEEKLY DOULAR VALUE OF PAY N KIND
os DAY, oc § MK, pla Wrs. INPAST 12040 | ooGiNG, Foop, evcys /@ Weekly Wage
29, NO. OF DEPENDENTS 1 30. PLACE OF ACCIDENT OR EXPOSURE QLOCATION, {INCLUDING COUNTY} 3L DATE EMPLOYER NOTIFIED T g -
- (Please complete back of forml East Bend Road, Burlington, Boone Co, %Y- 4-8-95 eurty of lnjucy
32. ON EMPLOYER'S PREMISES? 33. DATE OF OCCURENCE 34. TIME OF DAY 35. IME WORKDAY BEGAN AND WOULD NORMALLY Nature of Injury
_ - A AM)
YES D NO X 4-8-95 2:30 PM - | envrrom 8AM sl §:30 PEMm
36. HOW DID THE ACCIDENT OR EXPOSURE OCCURY (Begin by teling what the employss was doing Rist before the sccidet or cxposure? Be spectfic. W smpioyes Body Part
watusbqlmummnmhamlingm(eﬁame:ndunmtwwasdoingwiththem.) R
Repairing service ‘ ’ ' Accident Type

Give full details of sll tactors which led or contributed 1o the accident or exposure.} o
Climbed into bed of truck for material, stepped down off tailgate

Source of Injury

onto right foot

38. WHAT THING DIRECTLY PRODUCED THIS INJURY OR ILLNESS? (Name objects struck against or stuck by, vapor, poison, chemical, of radiation. If strain or
hemia, the thing being fitted, pulled, ﬁ:shed. etc. If injury tesutted solely from bodiiy i the ing, twisting, e1c. which resulted in injucy.)
Weight on right foot

WU U LUt o

Pl

39. DESCRIBE THE INJURY OR ILLNESS IN DETAIL AND INDICATE THE PART OF BODY AFFECTED, (eg. ampustation of right index finger at second joint {racture
of 2 ribs, tead poisoning. demmatitis of feft hand, etc.)

FATAL?

Date Returmned

injured tendon — right foot YES O NG

40. NAME AND ADDRESS OF TREATING PHYSICIAN

r. Elizabeth Woolford

41 NAME AND ADDRESS OF HOSPITAL

Time Present Job

IN PATIENT 0
OUT PATIENT D

1983 Florence Pk, Burlington KY 4100F

Extent of Disability

42. MEDICAL TREATMENT GIVEN (DESCRIBE) IF RESTRICTIONS OF DUTY OR PERMANENT TRANSFER TO ANOTHER JOB. CHECK )

ex-ray; wrapped foot; medication for pain

Lost Workdays

43. DATE STOPPED WORK BECAUSE
OF THIS INJURY OR

INESS  4-]1]1~0Q5 has not

44. DATE RETURNED TO WORK| 45, NUMBER OF SCHEDULED

WORK DAYS LOST TO DATE

Z

46. WAS EMPLOYEE PAID FOR
FULL DAY ON DATE OF

INJURY? .
YES NOD

{njury Date

injury Hour

47.tF DEATH, GIVE NAME AND ADDRESS OF NEXT OF KIN <8. DATE OF DEATH

n/a n/a

4

Date of Disability

<9, REPOAT PREPARED BY /

A

1. DATE OF THIS REPORT

4-12-95

Donna McDonald Executive Secretary/personnel

Dae of Repon




] - . SO NO 13:415% DIST 11
&= OwEeN ELECTRIC COOPERATIVE
iul! il ! ) N con .- REQ BY RODNELY
- 610 South Main Mreet ¢ Owenton. Kentueky, 10384 ¢ SO2/4K4-447 TAKEN BY MARY ELLEN 03/13/96
APL. NO 05:24
SC MISCELLANEOUS MARINT. WORK ON 03/713/9% OWEN PRINTED »+« 01 xx TIMES
. 'EPHENSON RICKEY L MBRSEP 34943-01 cYc 99 RATE 1 TAX CD N
.LLY BELINDA J . SS NO 405-82-1%12" ™C 61 CLASS 30 ASST N
04 STEPHENSON MILL RD S-SS NO DST OWEN PRI BUD
.LTON KY TEL 5064857227 Ccouv 6 NEWS Y AMT
B PHONE cTY PEN N DTE
£1094-9575 DRV LIC BCD 4 CuT N SvC
NPUBLISHED PHONE S BUS NO NEB MAIL Y MIN
FEES — DEPOSITS / CHARGES
L ARPLY "o [ cv CHARGE
E MISC
P oTH
H
LOCATION DATA
"C 61362073233 cYyc 398 suB & UG STEFPHENSCON RICKEY L -
Q 308000027500 CIR & HC C-DTE 12/13/91
c 1304 STEPHENSON MILL RD 8KR AC' D-DTE (08/25/54
£ PHA 1 MH 1 SO REF
b} R LANE WHITE TRARILER MP P SW
A 613620724263 LS 6018 TEN
ConsuMER SECURITY LIGHT DATA LOCATION
RATE Ty NO X AAQUNT Relf Ty NO AWK AMOUNY
1 1 1) 1
2)
3
. 4)
ATIO: 01 TY: MS METER DATA ®15 02675
DATE CO0P HO VG, 1S LbAb weRE MUl Di 419 i READ DEMAND
D1 oZ 7/ 2z U SU . : 3 L o 1
T -
MFG: 5 PH: 1 €2475
RY ELLEN WED. MAR 13. 19%So. 9:23 AM .
‘TER D/C €/%94. PLEASE REMOVE METER. INSTRALL COVER. D/C AT TRANSF.
" POSSIBLE.
STed pu Al _Z).
e €T
/S R A
c//?— J !
- V%% LS. ?(.
NED-SERVICEMAN ///é / DATE WORKED e 2 PROCESSED BY
V SERVICE ROUTING Construction Engineering Dratting Loc, File

| e
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Attachment C

Photographs

Accident Investigation Report
Owen Electric Cooperative
Mr. Argust Nelson Popham
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